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Abstract: Background: The HUMAC Balance System (HBS) offers valid measurement of balance,
and the arm crank exercise test (ACE) is a valid measure of physiological capacity. Neither have been
used to evaluate associations between balance and physiological capacity in lower-limb amputees.
Methods: Thirty-five participants with lower-limb amputations were recruited. Standing balance
(center of pressure) was evaluated during eyes opened (EO) and eyes closed (EC) conditions using
the HBS. Participants performed ACE graded exercise testing (GXT) to evaluate aerobic capacity.
Spearman’s rho was used to identify relationships between variables. Cut-points for three groups
were generated for time on ACE. Mann–Whitney U tests were used to explore significant differences
in variables of balance and ACE between low and high performers. Results: Relationships between
variables of eyes open displacement (EOD), eyes open velocity (EOV), eyes closed displacement
(ECD), and eyes closed velocity (ECV) were significant (p < 0.05), and high performers with EO
also performed best with EC. Longer exercise times were significantly associated with increased
HRpeak, VO2peak, VEpeak, and RERpeak (p < 0.05). HRpeak (143.0 ± 30.6 b/min), VO2peak (22.7 ± 7.9
and 10.6 ± 4.7 mL/kg/min), VEpeak (80.2 ± 22.2 and 33.2 ± 12.7 L/min), and RERpeak (1.26 ± 0.08
and 1.13 ± 0.11) were significantly greater in high performers than low performers, respectively
(p < 0.05). There was no significant association among VO2peak and any balance task variables;
however, there were significant associations between some balance and physiological variables.
Conclusions: Findings differentiated high and low performers; however, participants were still well
below able-bodied norms of physical capacity. Training to mitigate deconditioning is suggested.
Keywords: amputee; aerobic capacity; arm crank exercise; center of pressure; prosthetics; balance
1. Introduction
An essential requisite for prosthesis user mobility is stable upright balance, and study-
ing standing balance aides clinical decision making [1]. Measurement of standing balance
involves analyzing the center of pressure (COP), which influences the center of mass by
way of ankle and hip torques in the sagittal and coronal planes, respectively [2]. Limb am-
putation increases the demand for postural control due to increased asymmetrical loading
on the non-amputated limb [3,4], and it increases use of the ankle strategy and somatosen-
sory input of the lower limbs [5,6]. Research has evidenced greater COP displacements in
those with lower-limb amputations (LLA) compared to able-bodied persons [6], identified
greater levels of COP displacement at higher amputation levels [7], and observed that
shorter residuum lengths increase sway area and velocity [8].
Balance measurements are traditionally performed with expensive platforms that are
restricted to analysis within motion analysis laboratories. However, current technologies
such as the Wii balance board (Wii, Nintendo, Japan) have offered portable, affordable,
and reliable postural sway measurements [9–11]. The HUMAC Balance System (HBS)
(CSMi Inc, Stoughton, MA, USA) is mechanically based on the Wii Balance Board and,
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like the ACE, offers small footprint portable data collection. Although it is surprising
that there is no published research evaluating balance using the HUMAC Balance system
in amputees, the use of such portable devices would allow easy assessment in persons
wearing a prosthesis.
In a similar vein, and equally as important to prosthetic rehabilitation, is physiological
capacity. It is well known that energy expenditure of walking for prosthesis wearers is
greater than that for able-bodied persons [12,13], greater in dysvascular amputees [14], and
even greater for those with more proximal amputations [15]. A comprehensive diagnostic
evaluation of capacity can be determined from administering a graded exercise test (GXT)
with a metabolic analyzer to evaluate cardiovascular and cardiopulmonary functioning.
The test is a criterion for determining cardiorespiratory fitness and maximal oxygen con-
sumption (VO2max) [16]. Treadmills, cycle ergometers, and arm crank ergometers have all
been utilized for GXT, and cycle ergometers and even arm crank ergometers (ACEs) have
been employed in aerobic capacity studies with prosthesis-wearing participants [17,18]. In
addition to measurement of VO2max, ACE provides measures of workload (watts) and
time to exhaustion (TTE). Arm crank exercise offers similar capabilities of other ergometers
such as the ability to determine VO2max, measures of workload (watts), and time to ex-
haustion (TTE). However, the ACE is portable, whereas treadmill and cycle ergometers
are often confined to a laboratory. Furthermore, in ACE the subjects remain seated during
testing, thereby removing possible effects the prosthesis may have on the test.
There is evidence that residuum length [19], cause of amputation [20], and even re-
duced somatosensory status [21] can each influence amputee balance. However, aerobic
capacity, which is a clinical vital sign for health [22], and its possible association with stand-
ing balance of lower limb amputees is not precisely clear. Furthermore, very few studies
have employed the ACE to evaluate cardiorespiratory fitness performance in LLA. These
studies have focused on amputee responses to combined arm–leg ergometry [18], or have
been submaximal in testing protocol [23]. As of yet, a portable and clinically implementable
performance battery for evaluating prosthesis user balance and physiological capacity has
not been established. Within this context, the specific aim of this work was to utilize the
HBS to evaluate balance and examine the association between lower-limb amputee balance
and aerobic capacity on ACE.
2. Materials and Methods
This study was approved by the Texas A&M University San Antonio Institutional
Review Board (Log#2017-37), and all participants signed an informed consent before
participating. Thirty-five individuals with lower-limb amputations and without major
limb pathology or underlying conditions that would have influenced standing balance
or ACE participated in the study (Table 1). Participants completed a Physical Activity
Readiness Questionnaire (PAR-Q) to assess cardiovascular risk that would exclude them
from participating [24,25]. Body mass and height were assessed while wearing prostheses
and shoes using a digital weight scale (Detecto, SlimPRO, Webb City, MO, USA) and a
stadiometer (Seca 213, Hamburg, Germany), respectively.
Table 1. Participant characteristics.
Total (n = 35) Male (n = 19) Female (n = 16)
Age (y) 48.5 ± 14.8 50.2 ± 14.6 46.5 ± 15.1
Height (cm) 171.0 ± 8.5 176.5 ± 5.6 164.4 ± 6.2
Mass (kg) 86.0 ± 24.6 99.1 ± 21.8 70.5 ± 18.0
BMI (kg/m2) 29.2 ± 7.2 31.8 ± 6.9 26.1 ± 6.2
Duration of Amputation (y) 9.7 ± 8.7 7.4 ± 5.5 12.7 ± 11.2
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Table 1. Cont.
Total (n = 35) Male (n = 19) Female (n = 16)
Classification
Right Transtibial 15 11 4
Left Transtibial 8 3 5
Right Transfemoral 2 1 1
Left Transfemoral 7 4 3
Bilateral Transtibial 3 0 3
Note: Values are (m ± sd). BMI is Body Mass Index.
2.1. Balance
Participants first performed two separate standing static balance tasks using the
HUMAC Balance System, which is an electronic balance board interfaced with the HUMAC
software on a laptop. Calibration was performed following manufacturer guidelines prior
to balance testing. Participants mounted the HBS and were asked to stand in their normal
standing position with hands by their sides. Assisted devices (canes, crutches, etc.) were
not allowed, and an investigator was situated to the side and behind participants in
case balance was lost. A 5 cm × 5 cm piece of colored paper taped to the wall at the
participant’s eye level served as the sight target. Prior to testing, participants stood quietly
in front of the platform for one minute, after which they mounted the scale for testing.
Participants performed two 30 s static balance tasks in the following order: double-limb
support standing with eyes open (EO) and eyes closed (EC). Each of the system’s four linear
force sensors (strain gauges) on the corners of the HBS were sampled at ~100 Hz [26,27].
Data from the HBS were filtered and analyzed using the system software. Center of
pressure displacements during each task were collected to derive metrics of mean center
of pressure displacement (cm) with eyes open (EOD) and eyes closed (ECD), center of
pressure displacement velocity (cm/s) with eyes open (EOV) and eyes closed (ECV), and
stability score with eyes open (EOS) and eyes closed (ECS). The software calculated the
stability score as the percent of the patient’s tilt relative to 6.25 degrees, which is the limit
set in the manufacture’s software. This system has been shown to be a valid instrument in
static conditions [28].
2.2. Arm Crank Ergometer (ACE)
Participants were fitted with a COSMED K5 portable metabolic analyzer (Cosmed,
Rome, Italy) interfaced with a Polar FT1 chest strap heart rate monitor (Polar, Kempele,
Finland). A Monark 881E (Monark, Varberg, Sweden) secured to a HealthCare International
upper body exercise table (Langley, WA, USA) was used to administer ACE. Participants
were provided as much time as needed to crank with no resistance for familiarization,
during which time the ergometer was adjusted for comfort. Test cadence was 60 revolutions
per minute (RPM), which was viewable on a digital monitor interfaced with the ergometer.
The ACE consisted of two-minute stages with an initial resistance of 16 W and increased
16 W every stage until exhaustion. If a participant reached 100 W, which is the maximal
watt level on the Monark 881E, then that resistance was maintained and RPM increased
by 5 W every stage. The test was terminated when participants failed to maintain the
required RPMs or when they felt they could no longer continue and voluntarily stopped.
The K5 was marked for oxygen consumption (VO2peak), ventilation (VE), respiratory
exchange ratio (RER), and heart rate data at the end of every stage. At the end of exercise,
a rating of perceived exertion scale (RPE, Borg’s 6–20) was shown to participants, time
to exhaustion (TTE) was recorded, and participants were then given a 2 min cool-down
where they cranked at 60 RPMs with no resistance (Figure 1).
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Figure 1. Example setup for the balance and arm crank exercise assessment.
2.3. Statistical Analysis
All data were analyzed with IBM SPSS v25 (Chicago, IL, USA). Normality of data was
calculated by dividing the skewness statistic and the kurtosis statistic with their respective
standard errors and comparing with ±1.96. If these statistics were outside ± 1.96 then the
curve was not normally distributed. Since much of the data were found to be outside the
acceptable limits for normality (Table 2), non-parametric tests were used to analyze results.
Spearman’s rho was used to identify relationships between variables. Cut-points for three
groups were generated for time on ACE, with the highest group cut-point at 470 s and
above, the middle group at 356–469 s, and the lowest perfo ming group at 355 s and below.
Three groups were created, and only the highest (n = 11) and lowest (n = 12) groups were
used for comparison in order to clearly distinguish higher and lower performers.
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Table 2. Means, standard deviations, and variable statistics for normal distribution.
Balance Task
N Mean SD Skewness Kurtosis
EOS (%) 35 88.9 4.7 −2.58 * 0.34
EOD (cm) 35 41.5 26.3 5.91 * 8.64 *
EOV (cm/s) 35 1.38 0.87 5.90 * 8.62 *
ECS (%) 35 83.3 10.2 −5.29 * 6.13 *
ECD (cm) 35 86.7 65.4 4.21 * 2.78 *
ECV (cm/s) 35 2.81 2.07 4.60 * 4.00 *
Arm Crank Exercise
N Mean SD Skewness Kurtosis
TTE (s) 35 422 158 1.46 −0.31
Powerpeak (W) 35 59.1 20.6 1.44 −0.67
HRpeak (b/min) 29 143 30 −0.44 −0.62
VO2peak (mL/kg/min) 34 15.7 7.6 2.13 * 0.21
VEpeak (L/min) 34 52.5 25.5 2.21 * 0.77
RERpeak (VCO2/VO2) 34 1.19 0.12 −0.97 −0.18
RPEpeak 26 15.2 2.5 −0.19 0.50
* >1.96 represents violation of parametric assumption. Note: EOS is eyes open stability score, EOD is eyes
open center of pressure displacement, EOV is eyes open center of pressure displacement velocity, ECS is eyes
closed stability score, ECD is eyes closed center of pressure displacement, ECV is eyes closed center of pressure
displacement velocity, TTE is time to exhaustion, Powerpeak is peaks watts, HRpeak is peak heart rate, VO2peak is
peak oxygen consumption, VEpeak is peak ventilation, RERpeak is peak respiratory exchange ratio, and RPEpeak is
peak rating of perceived exertion.
Mann–Whitney U tests were used to explore for significant differences in balance task
and ACE variables between the group with the shortest times (lowest performing group)
and the group with the longest times (highest performing group). Alpha was set at 0.05 for
all tests.
3. Results
Figure 2 illustrates the magnitude of Spearman’s rho for all variables. Within the
balance task, the relationships among the rankings of EOD, EOV, ECD, and ECV were
significant (p < 0.05), suggesting those who performed best with eyes open also performed
best with eyes closed. While longer exercise times were significantly associated with
increased heart rate and cardiorespiratory variables, only HRpeak, VO2peak, VEpeak, and
RERpeak were significantly correlated with each other, respectively (p < 0.05). Although
there was no significant association among VO2peak and any balance task variables, HRpeak
was moderately and significantly associated with balance task in both EO and EC con-
ditions. Interestingly, RERpeak was the only cardiorespiratory variable related to the EO
and EC balance tasks. Finally, the only significant relationships for RPE existed in the EO
balance task, p < 0.05 (Figure 2) [29].
Mann–Whitney U tests indicated the only significant difference in mean rank balance
task scores between highest performers (HP) and lowest performers (LP) on ACE were in
EOD and ECV, p < 0.05. There were no other significant differences in any of the balance
scores between highest and lowest performers. There was a significant difference between
HP and LP for TTE (612 ± 105 and 270 ± 63 s, respectively), Powerpeak (83.2 ± 14.4 and
40.0 ± 8.3 W, respectively), VO2peak (22.7 ± 7.9 and 10.6 ± 4.7 mL/kg/min, respectively),
VEpeak‘ (80.2 ± 22.2 and 33.2 ± 12.7 L/min, respectively), and RERpeak (1.26 ± 0.08 and
1.13 ± 0.11, respectively), p < 0.05. Interestingly, there was no significant difference in
HRpeak between highest (150.4 ± 23.5 b/min) and lowest (136.8 ± 34.8 b/min) performers
(Table 3).
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Table 3. Absolute values (mean ± sd) and mean ranks for balance and physiological variables between lowest and highest performers
on arm crank exercise.
Balance Tasks
Low st Performers (n = 12) Highest Performers (n = 11)
Absolute Value (Mean Rank) Absolute Value (Mean Rank) U Z-Value p-Value
EOS 89.3 ± 4.9 (13.1) 88.3 ± 4.3 (10.7) 52.5 −0.84 0.402
EOD 16.4 ± 8.9 (14.7) 16.1 ± 11.9 (9.1) 34.0 −1.96 0.049 *
EOV 0.54 ± 0.29 (15.6) 0.53 ± 0.39 (9.2) 35.0 −1.91 0.056
ECS 82.2 ± 10.4 (10.1) 84.4 ± 10.0 (14.1) 43.5 −1.39 0.164
ECD 36.3 ± 25.8 (14.5) 31.8 ± 26.3 (9.3) 36.0 −1.84 0.065
ECV 1.2 ± 0.86 (14.7) 0.99 ± 0.78 (9.0) 33.0 −2.03 0.042 *
Physiological Responses
TTE 303 ± 70 (6.5) 548 ± 12 (18.0) 0.00 −4.06 0.001 *
Powerpeak 43.5 ± 9.1 (6.5) 75.5 ± 16.1 (18.0) 0.00 −4.15 0.001 *
HRpeak 136 ± 34 (7.6) 150 ± 23 (11.9) 21.0 −1.69 0.091
VO2peak 12.0 ± 5.2 (7.6) 19.8 ± 7.8 (16.2) 13.0 −3.09 0.002 *
VEpeak 36.7 ± 12.7 (6.6) 70.1 ± 21.8 (17.4) 1.00 −3.89 .001 *
RE eak .1 ± 0.1 (8.2) 1.2 ± 0.1 (15.4) 20.5 −2.07 .009 *
RPE eak 15.3 ± 2.9 (7.9) 15.0 ± 2.0 (10.0) 27.0 −0.88 0.378
* Mean ranks are significantly different at the 0.05 level (2-tailed). Note: EOS is eyes open stability score (%), EOD is eyes open center of pressure
displacement (cm), EOV is eyes open center of pressure displacement velocity (cm/s), ECS is eyes closed stability score (%), ECD is eyes closed center
of pressure displacement (cm), ECV is eyes closed center of pressure displacement velocity (cm/s). TTE is time to exhaustion (s), Powerpeak is peak
power (W), HRpeak is peak heart rate (b/min), VO2peak is peak oxygen consum tion (mL/kg/min), VEpeak is peak ventilation (L/min), RERpeak is
peak respiratory exchange ratio (VCO2/VO2), and RPEpeak is peak rating of perceived exertion (Borg’s 6–20 scale).
4. Discussion
Results of this study differentiated high and low performers, as those with better
indices of balance wi h eyes open also had better balanc with yes closed. The HP group
splayed better performance on balance metrics when compared t the LP group and
performed significantly better in EOD and ECV. Thos performing longest on ACE were
more lik ly to have greater card orespiratory and heart rate responses than those who could
not achieve greater work rates. The results, herein, are in gre ance with prior research
using force plates that demonstrated comparable results in amputees of 46.8 ± 16.6 cm [30]
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and 31.6 ± 12.9 cm [31] during EOD tasks. Two earlier investigations in able-bodied
individuals performing EO balance tasks have reported smaller COP displacements of
38.7 ± 6.7 cm [10] and 36.03 ± 7.88 cm [32]. These small but noticeable differences between
able-bodied and LLA populations grow during eyes closed tasks. As an example, previous
scholarship observed marked differences in COP excursions during soft-surface eyes
closed tasks, 117.4 ± 61.9 cm and 90.4 ± 56.0 cm for amputee and able-bodied groups,
respectively [31]. In the current study, the ECD balance task elicited over a two-fold increase
(45.2 ± 39.4 cm) over the EOD condition.
Center of pressure velocity followed COP displacement trends, with greater velocity
observed during eyes closed tasks. These data are consistent with a previous study that
observed a velocity of 1.25 cm/s in transtibial and transfemoral prosthesis users [33]. Our
EO velocity condition values, whilst fairly similar to those of Park et al. (2014) [32], were
still greater in the EC condition. Interestingly, these authors instructed their participants to
cross arms across the midline during balance testing. Although this might appear to be a
minor detail, previous studies have observed improvement in clinical balance tests when
arms were not restricted compared to when arms were restricted [34].
It is clear that assessment of balance in prosthesis wearers is advantageous for mo-
bility purposes, but it is also important to evaluate aerobic fitness in this population as
well. Past studies using ACE have elicited VO2peaks of 25.9 ± 1.6 mL/kg/min in younger
healthy untrained men [35] and 24.9 ± 4.0 mL/kg/min in younger healthy women [36].
A larger study with healthy men and women showed similar results, such as peak val-
ues for VO2 (26.9 ± 6.8 mL/kg/min), VE (71.6 ± 21.3 L/min), RER (1.16 ± 0.10), RPE
(18.9 ± 1.10), and power (97.0 ± 31 W), thus demonstrating the usefulness of ACE to
determine cardiorespiratory fitness levels [37]. Lower VO2peak (16.4 ± 4.1 mL/kg/min),
VEpeak (51.5 ± 13.8 L/min), and peak power (78.7 ± 23.9 W) are consistent with increases
in age [38], and these values are comparable with the current study (Table 2). Moreover,
our measured VO2peak values are lower than those seen in able-bodied [37], but are as
expected for amputees [39,40].
In the current study, peak heart rates between LP (125 ± 29 b/min) and HP (151 ± 29 b/min)
were not significantly different, although trends were elevated in the latter group. Peak heart rates
were correlated with TTE and VO2peak. While this is unexplained because of the direct linear
relationship between workload, VO2, and heart rate, it may be the effect of medications that were
not disclosed by some participants. As noted in past literature, much of LLA exhibit poor fitness,
but with training this fitness can increase [39], and the current study demonstrates the usefulness
of ACE to identify fitness in this population.
It is plausible to surmise that the more fit an individual, the better balance that
individual will have. Moreover, balance and aerobic capacity, both of which are deteriorated
post amputation [41], can improve after rehabilitation and endurance training [40–43].
Interestingly this study found that fitness levels measured by ACE were not correlated
with balance. The second aim of this paper was to explore associations between balance
and aerobic capacity. This is the first study to explore this relationship in LLA via ACE
testing. Participants in the HP group who achieved longer TTE did not necessarily have
better balance performance indicators, and moreover, performing well on the ACE did not
directly translate to better balance ability. While TTE showed a moderate-weak relationship
with EOD, EOV, and ECD, none of the cardiorespiratory variables presented a consistent
finding to firmly establish this. This may be due to LLA prioritizing upper body activities
as opposed to lower body activities, thereby compromising balance performance.
Limitations
A number of factors may serve as limitations in the current study. First, a smaller
sample and middle age range may limit broader generalization of these findings. Second,
as per agreement of the study, participants were not required to divulge their amputation
etiology. Moreover, a history of wheelchair use could also affect participant responses
on ACE. Future research should be conducted to recruit a larger sample of participants
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with specific amputation etiologies to elucidate possible differences in balance and aer-
obic capacities between these groups. Differences between participants with different
amputation etiologies have been reported before [44]. In addition, walking ability was not
evaluated, which can provide important additional information on participant functional
ability. Finally, non-disclosure of medications, such as blood pressure medications, might
have influenced heart rate responses and hindered participant ability to achieve a peak
heart rate.
5. Conclusions
The HBS and ACE successfully permitted the evaluation of balance and aerobic capac-
ity in the lower-limb prosthesis wearer. These data differentiated high and low performers
and elucidated distinct associations between balance and physiological variables. These
instruments provide a means for evaluating and differentiating both cardiorespiratory
fitness and balance indices in LLA. Further research must be performed to help establish
whether these instruments can be useful to practitioners in clinical settings.
Author Contributions: Conceptualization, G.G. and J.D.S.; methodology, G.G.; software, J.D.S.;
validation, G.G. and J.D.S.; formal analysis, J.D.S.; investigation, G.G. and J.D.S.; resources, J.D.S.;
data curation, J.D.S.; writing—original draft preparation, G.G.; writing—review and editing, G.G.
and J.D.S.; visualization, G.G.; supervision, G.G. and J.D.S.; project administration, J.D.S.; funding
acquisition, J.D.S. All authors have read and agreed to the published version of the manuscript.
Funding: This research received no external funding.
Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Institutional Review Board of Texas A&M University
Log (Log#2017-37).
Informed Consent Statement: Written informed consent was obtained from all participants involved
in the study.
Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to a privacy agreement.
Conflicts of Interest: The authors declare no conflict of interest.
References
1. Riemann, B.L.; Lephart, S.M. The sensorimotor system, part I: The physiologic basis of functional joint stability. J. Athl. Train.
2002, 37, 71–79. [PubMed]
2. Winter, D.A.; Patla, A.E.; Prince, F.; Ishac, M.; Gielo-Perczak, K. Stiffness control of balance in quiet standing. J. Neurophysiol. 1998,
80, 1211–1221. [CrossRef] [PubMed]
3. Nederhand, M.J.; Van Asseldonk, E.H.F.; van der Kooij, H.; Rietman, H.S. Dynamic Balance Control (DBC) in lower leg amputee
subjects; contribution of the regulatory activity of the prosthesis side. Clin. Biomech. 2012, 27, 40–45. [CrossRef] [PubMed]
4. Nadollek, H.; Brauer, S.; Isles, R. Outcomes after trans-tibial amputation: The relationship between quiet stance ability, strength
of hip abductor muscles and gait. Physiother. Res. Int. 2002, 7, 203–214. [CrossRef]
5. Curtze, C.; Hof, A.L.; Postema, K.; Otten, B. The relative contributions of the prosthetic and sound limb to balance control in
unilateral transtibial amputees. Gait Posture 2012, 36, 276–281. [CrossRef]
6. Barnett, C.T.; Vanicek, N.; Polman, R.C.J. Postural responses during volitional and perturbed dynamic balance tasks in new lower
limb amputees: A longitudinal study. Gait Posture 2013, 37, 319–325. [CrossRef]
7. Rougier, P.R.; Bergeau, J. Biomechanical analysis of postural control of persons with transtibial or transfemoral amputation. Am. J.
Phys. Med. Rehabil. 2009, 88, 896–903. [CrossRef]
8. Gaunaurd, I.; Gailey, R.; Hafner, B.J.; Gomez-Marin, O.; Kirk-Sanchez, N. Postural asymmetries in transfemoral amputees.
Prosthet. Orthot. Int. 2011, 35, 171–180. [CrossRef]
9. Leach, J.; Mancini, M.; Peterka, R.; Hayes, T.; Horak, F. Validating and calibrating the nintendo Wii balance board to derive
reliable center of pressure measures. Sensors 2014, 14, 18244–18267. [CrossRef]
10. Clark, R.A.; Bryant, A.L.; Pua, Y.; McCrory, P.; Bennell, K.; Hunt, M. Validity and reliability of the Nintendo Wii Balance Board for
assessment of standing balance. Gait Posture 2010, 31, 307–310. [CrossRef]
11. Clark, R.A.; Mentiplay, B.F.; Pua, Y.-H.; Bower, K.J. Reliability and validity of the Wii Balance Board for assessment of standing
balance: A systematic review. Gait Posture 2018, 61, 40–54. [CrossRef]
Sensors 2021, 21, 6917 9 of 10
12. Genin, J.J.; Bastien, G.J.; Franck, B.; Detrembleur, C.; Willems, P.A. Effect of speed on the energy cost of walking in unilateral
traumatic lower limb amputees. Eur. J. Appl. Physiol. 2008, 103, 655–663. [CrossRef]
13. Starholm, I.M.; Mirtaheri, P.; Kapetanovic, N.; Versto, T.; Skyttemyr, G.; Westby, F.T.; Gjovaag, T. Energy expenditure of
transfemoral amputees during floor and treadmill walking with different speeds. Prosthet. Orthot. Int. 2016, 40, 336–342.
[CrossRef] [PubMed]
14. Waters, R.; Perry, J.; Antonelli, D.; Hislop, H. Energy cost of walking of amputees. J. Bone Jt. Surg. 1976, 58, 42–46. [CrossRef]
15. Göktepe, A.S.; Cakir, B.; Yilmaz, B.; Yazicioglu, K. Energy expenditure of walking with prostheses: Comparison of three
amputation levels. Prosthet. Orthot. Int. 2010, 34, 31–36. [CrossRef] [PubMed]
16. Wasserman, K.; Hansen, J.; Sue, D.; Stringer, W.; Sietsema, K.; Sun, X.; Whipp, B. Principles of Exercise Testing and Interpretation:
Including Pathophysiology and Clinical Applications, 5th ed.; Lippincott Williams and Wilkins: Philadelphia, PA, USA, 2012.
17. Davidoff, G.N.; Lampman, R.M.; Westbury, L.; Deron, J.; Finestone, H.M.; Islam, S. Exercise testing and training of persons with
dysvascular amputation: Safety and efficacy of arm ergometry. Arch. Phys. Med. Rehabil. 1992, 73, 334–338. [CrossRef]
18. Vestering, M.M.; Schoppen, T.; Dekker, R.; Wempe, J.; Geertzen, J.H.B. Development of an exercise testing protocol for patients
with a lower limb amputation: Results of a pilot study. Int. J. Rehabil. Res. 2005, 28, 237–244. [CrossRef] [PubMed]
19. Lenka, P.; Tiberwala, D.N. Effect of Stump Length on Postural Steadiness During Quiet Stance in Unilateral Trans-Tibial Amputee.
Al Ameen J. Med. Sci. 2010, 3, 50–57.
20. Hermodsson, Y.; Ekdahl, C.; Persson, B.M.; Roxendal, G. Standing balance in trans-tibial amputees following vascular disease or
trauma. Prosthetics Orthot. Int. 1994, 18, 150–158. [CrossRef]
21. Quai, T.M.; Brauer, S.G.; Nitz, J.C. Somatosensation, circulation and stance balance in elderly dysvascular transtibial amputees.
Clin. Rehabil. 2005, 19, 668–676. [CrossRef]
22. Ross, R.; Blair, S.N.; Arena, R.; Church, T.S.; Després, J.-P.; Franklin, B.A.; Haskell, W.L.; Kaminsky, L.A.; Levine, B.D.; Lavie,
C.J.; et al. Importance of Assessing Cardiorespiratory Fitness in Clinical Practice: A Case for Fitness as a Clinical Vital Sign: A
Scientific Statement From the American Heart Association. Circulation 2016, 134, e653–e699. [CrossRef]
23. Erjavec, T.; Vidmar, G.; Burger, H. Exercise testing as a screening measure for ability to walk with aprosthesis after transfemoral
amputation due to peripheral vascular disease. Disabil. Rehabil. 2014, 36, 1148–1155. [CrossRef]
24. Thomas, S.; Reading, J.; Shephard, R.J. Revision of the Physical Activity Readiness Questionnaire (PAR-Q). Can. J. Sport Sci. 1992,
17, 338–345.
25. ACSM. ACSM’s Guidelines for Exercise Testing and Prescription 10th Edition, 10th ed.; Lippincott Williams & Wilkins: Philadelphia,
PA, USA, 2017.
26. Hubbard, B.; Pothier, D.; Hughes, C.; Rutka, J. A portable, low-cost system for posturography: A platform for longitudinal
balance telemetry. J. Otolaryngol. Head Neck Surg. 2012, 41, S31–S35. [PubMed]
27. Bartlett, H.L.; Ting, L.H.; Bingham, J.T. Accuracy of force and center of pressure measures of the Wii Balance Board. Gait Posture
2014, 39, 224–228. [CrossRef] [PubMed]
28. Koltermann, J.; Gerber, M.; Beck, H.; Beck, M. Validation of the HUMAC Balance System in Comparison with Conventional Force
Plates. Technologies 2017, 5, 44. [CrossRef]
29. Krzywinski, M.; Schein, J.; Birol, I.; Connors, J.; Gascoyne, R.; Horsman, D.; Jones, S.J.; Marra, M.A. Circos: An information
aesthetic for comparative genomics. Genome Res. 2009, 19, 1639–1645. [CrossRef]
30. Mayer, Á.; Tihanyi, J.; Bretz, K.; Csende, Z.; Bretz, É.; Horváth, M. Adaptation to altered balance conditions in unilateral amputees
due to atherosclerosis: A randomized controlled study. BMC Musculoskelet. Disord. 2011, 12, 118. [CrossRef]
31. Howard, C.L.; Perry, B.; Chow, J.W.; Wallace, C.; Stokic, D.S. Increased alertness, better than posture prioritization, explains
dual-task performance in prosthesis users and controls under increasing postural and cognitive challenge. Exp. Brain Res. 2017,
235, 3527–3539. [CrossRef] [PubMed]
32. Park, D.-S.; Lee, G. Validity and reliability of balance assessment software using the Nintendo Wii balance board: Usability and
validation. J. Neuroeng. Rehabil. 2014, 11, 99. [CrossRef] [PubMed]
33. Duclos, C.; Roll, R.; Kavounoudias, A.; Roll, J.-P.; Forget, R. Vibration-induced post-effects: A means to improve postural
asymmetry in lower leg amputees? Gait Posture 2007, 26, 595–602. [CrossRef] [PubMed]
34. Milosevic, M.; McConville, K.M.V.; Masani, K. Arm movement improves performance in clinical balance and mobility tests. Gait
Posture 2011, 33, 507–509. [CrossRef] [PubMed]
35. Schneider, D.; Wing, A.; Morris, N. Oxygen uptake and heart rate kinetics during heavy exercise: A comparison between arm
cranking and leg cycling. Eur. J. Appl. Physiol. 2002, 88, 100–106. [CrossRef] [PubMed]
36. Orr, J.L.; Williamson, P.; Anderson, W.; Ross, R.; McCafferty, S.; Fettes, P. Cardiopulmonary exercise testing: Arm crank vs cycle
ergometry. Anaesthesia 2013, 68, 497–501. [CrossRef] [PubMed]
37. Schrieks, I.C.; Barnes, M.J.; Hodges, L.D. Comparison study of treadmill versus arm ergometry. Clin. Physiol. Funct. Imaging 2011,
31, 326–331. [CrossRef]
38. Mitropoulos, A.; Gumber, A.; Crank, H.; Klonizakis, M. Validation of an arm crank ergometer test for use in sedentary adults. J.
Sports Sci. Med. 2017, 16, 558–564.
39. Chin, T.; Sawamura, S.; Fujita, H.; Nakajima, S.; Oyabu, H.; Nagakura, Y.; Ojima, I.; Otsuka, H.; Nakagawa, A. Physical fitness of
lower limb amputees. Am. J. Phys. Med. Rehabil. 2002, 81, 321–325. [CrossRef] [PubMed]
Sensors 2021, 21, 6917 10 of 10
40. Chin, T.; Sawamura, S.; Fujita, H.; Nakajima, S.; Ojima, I.; Oyabu, H.; Nagakura, Y.; Otsuka, H.; Nakagawa, A. Effect of endurance
training program based on anaerobic threshold (AT) for lower limb amputees. J. Rehabil. Res. Dev. 2001, 38, 7–11.
41. Schoppen, T.; Boonstra, A.; Groothoff, J.W.; de Vries, J.; Göeken, L.N.; Eisma, W.H. Physical, mental, and social predictors of
functional outcome in unilateral lower-limb amputees. Arch. Phys. Med. Rehabil. 2003, 84, 803–811. [CrossRef]
42. Imam, B.; Miller, W.C.; McLaren, L.; Chapman, P.; Finlayson, H. Feasibility of the Nintendo WiiFitTM for improving walking in
individuals with a lower limb amputation. SAGE Open Med. 2013, 1, 205031211349794. [CrossRef]
43. Guerra, G.; Srithamboon, S.; Smith, J.D.; Charatrungolan, T.; Aekwatanphol, P.; Boonyawiwat, S.; Wilkins, J.T.; Pluksataporn, T.;
Sulakkhana, A. Outcomes of a personalized structured exercise program for transtibial prosthesis wearers: Pilot study. Arch.
Phys. Med. Rehabil. 2018, 99, e95–e96. [CrossRef]
44. Geurts, A.C.; Mulder, T.W.; Nienhuis, B.; Rijken, R.A. Postural reorganization following lower limb amputation. Possible motor
and sensory determinants of recovery. Scand. J. Rehabil. Med. 1992, 24, 83–90. [PubMed]
